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Objectives: To elicit the views of primary healthcare providers from Bolivia, Ecuador, and Nicaragua on how
adolescent sexual and reproductive health (ASRH) care in their communities can be improved.
Methods: Overall, 126 healthcare providers (46 from Bolivia, 39 from Ecuador, and 41 from Nicaragua) took
part in this qualitative study. During a series of moderated discussions, they provided written opinions about
the accessibility and appropriateness of ASRH services and suggestions for its improvement. The data were
analyzed by employing a content analysis methodology.
Results: Study participants emphasized managerial issues such as the prioritization of adolescents as a patient
group and increased healthcare providers’ awareness about adolescent-friendly approaches. They noted that
such an approach needs to be extended beyond primary healthcare centers. Schools, parents, and the
community in general should be encouraged to integrate issues related to ASRH in the everyday life of
adolescents and become ‘gate-openers’ to ASRH services. To ensure the success of such measures, action at
the policy level would be required. For example, decision-makers could call for developing clinical guidelines
for this population group and coordinate multisectoral efforts.
Conclusions: To improve ASRH services within primary healthcare institutions in three Latin American
countries, primary healthcare providers call for focusing on improving the youth-friendliness of health
settings. To facilitate this, they suggested engaging with key stakeholders, such as parents, schools, and
decision-makers at the policy level.
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S
ince the International Conference on Population
and Development was held in 1994, efforts to
address adolescent sexual and reproductive health
(ASRH) have intensified, but this remains an area of
great concern. ASRH of adolescents in Latin America is
of particular interest because of fertility patterns in the
region. While adult women have experienced declining
fertility since 1970, this is not the case for adolescent girls
(aged 1519): adolescent conception rates range from
12.7 to 20.5% in the region (1, 2). The increase in
contraceptive use, including condoms, in Latin America
has not proven sufficient to decrease the risk of adoles-
cent pregnancy (3) nor other risks associated with
sexually transmitted infections (STIs) (4). Limited data,
underreporting, and the weakness of the surveillance
systems impede the measurement of the magnitude of
STI prevalence in the region (4). The estimated percen-
tage of 15 to 24-year-old Latin American youths living
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with HIV is 0.2% in females and 0.7% in males (4). AIDS
is the cause of 47% of all deaths by infectious and
parasitic diseases for adolescents and youths aged 1529
in the region (5).
The appropriateness and accessibility of ASRH ser-
vices are widely recognized as factors that can contribute
greatly to the improvement of ASRH (5). However,
studies have documented shortcomings in how primary
care centers respond to the ASRH needs (6). Many
efforts have been made to identify barriers to appropriate
and accessible ASRH services and to develop strategies
for improving these services. Difficulties faced by adoles-
cents with regard to ASRH care have been assessed
extensively (7, 8). There are also considerable studies on
the difficulties that providers encounter in trying to reach
adolescents with sexual and reproductive health needs
(9, 10). This has led to a wide-ranging set of recommen-
dations to improve the existing services, such as providing
a friendly reception to adolescent patients (11); ensuring
that adolescent patients have time alone with physicians
during consultations (12); advertising sexual health
services in locations frequented by adolescents (13); and
increasing adolescents’ awareness of opportunities to
obtain services without the knowledge of their parents
(14).
A study from Brazil revealed low awareness among
adolescents of the existing health services and have also
indicated that adolescents encounter administrative bar-
riers and feel embarrassed when accessing such services
(15). An emphasis on maternal care for adolescents in
Ecuador is compounded by poor access to contraceptive
services (16). In Jamaica, condoms are provided for less
than 10% of sexually active adolescents and other birth
control methods for 24% of sexually active adolescents
(17). Prevailing biomedical approaches to primary health-
care generally and to sexual and reproductive healthcare
specifically ignore psychosocial considerations (1719).
Evidence indicates that in Latin America, the quality
of SRH services for adolescents might be compromised
by physicians’ limited expertise and experience related to
ASRH (20). In addition, other provider-related barriers
such as erroneous knowledge, outdated practices, un-
necessary diagnostic tests and non-supportive attitudes
can play an important role in adolescents not being
able to access contraceptives (20). Researchers have also
identified concerns about physicians sometimes having a
paternalistic and gender-insensitive attitude towards
adolescent patients (16) and about consultations being
too brief (17).
The competence and attitudes of healthcare providers
may affect health services and also the implementation of
new policies and/or programs (21). However, there is little
evidence regarding healthcare providers’ perspectives on
how ASRH services can be improved.
In this study, based on qualitative data collected from
physicians, nurses, other service providers, administrative
staff, and medical students in Cochabamba (Bolivia),
Cuenca (Ecuador), and Managua (Nicaragua), we ex-
plored the perceptions of how to improve ASRH services
from the healthcare providers’ perspective. The selected
cities have large teenage populations whose sexual and
reproductive health situation is representative of urban
adolescents in the region of the Andes (Cochabamba and
Cuenca) and Central America (Managua). The preven-
tion of unwanted adolescents’ pregnancies is a national
priority in all three study countries (2, 22); however, the
context of health service provision in selected areas
differed. In Managua (Nicaragua), for example, the
public health system provides the majority of health
services and private health services are either unafford-
able or unavailable in the neighborhoods covered by
selected healthcare centers. The recently implemented
Family and Community Health Model in Nicaragua did
not envisage the creation of adolescents-only clinics (23,
24). In Cuenca and Cochabamba, however, private health
services exist in parallel with the public health system and
are commonly used by adolescents. The Andean plan to
prevent adolescent pregnancies among other measures
emphasizes the need for differentiated health services for
adolescents in Bolivia and Ecuador (2).
Methods
This article reports on one component of the Community
Embedded Reproductive Health Care for Adolescents
in Latin America (CERCA) study, a European Commis-
sion-funded interventional research project. CERCA
seeks to contribute to global knowledge about how pri-
mary healthcare can be more responsive to the ASRH
needs (24). Its immediate objective is to create a commu-
nity-based model to improve ASRH in Bolivia, Ecuador,
and Nicaragua. The CERCA study incorporates three
methodological approaches: action research, community-
based participatory research, and intervention mapping.
In the first phase of CERCA, determinants of the
ASRH needs were assessed in three cities: Cochabamba,
Bolivia; Cuenca, Ecuador; and Managua, Nicaragua.
The findings of the assessment will guide the develop-
ment of a comprehensive strategy for improving access to
adolescent-friendly reproductive health services at pri-
mary healthcare facilities; creating an enabling environ-
ment; and improving adolescents’ reproductive health
decision-making skills.
Qualitative data were collected from physicians, nurses,
other service providers, administrative staff, and medical
students. Personnel from seven primary health centers
(two in Bolivia, three in Ecuador, and two in Nicaragua)
that are involved in the CERCA project were invited to
take part in the study. This study was the introductory
component of future interventions that aimed to involve
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all health center personnel, taking into account that the
transfer of knowledge to colleagues is rather low (25).
Thus, all personnel, including auxiliary administrative
staff, and medical students who were in training at health
centers during the study, were invited to take part in
the study. Discussion meetings were scheduled in all of
the seven centers; in two centers two discussions were
performed. Everyone who agreed to participate in the
study provided written informed consent. Participants
were assured confidentiality and were informed as to how
the data collected from them would be used.
A focus group discussion method could not be used in
our study due to the greatly varying number of partici-
pants in each group of discussions, the non-homogeneity
of the professional background of participants and their
uneven status in the health setting’s hierarchy. However,
facilitated discussions of all health personnel regarding
the health center’s possibility to improve ASRH care were
considered an important component of the project itself.
Therefore, discussions were held but only the written
answers to the questions are analyzed in this article.
Researchers conducted nine facilitated group discussions
with study participants. The number of personnel in each
varied and the number of potential participants was not
known prior to the start of the meetings. Groups ranged
in size from 6 to 24 study participants. The total number
of participants in this convenience sample was 126. The
number of participants in each group was as follows:
24, 10, and 12 in Bolivia; 17, 6, and 16 in Ecuador; and
17, 15, and 9 in Nicaragua. Each group consisted of
personnel from just one health center. Prior to each dis-
cussion, study participants were asked to provide written
answers to the following questions:
. What are the reasons why adolescents do not usually
go to health centers for sexual and reproductive
health services?
. What difficulties do health center personnel encoun-
ter in providing ASRH services?
. What measures could be implemented in health
centers to improve ASRH care?
The answers were collected and summarized during
the period when participants were introduced to the
CERCA project objectives. Participants’ insights served
as prompts for future discussions that lasted approxi-
mately 90 min each. The main focus of discussions was to
set the main directions for interventions that could be
applied in particular health centers during the duration
of the CERCA project. Two CERCA staff attended each
discussion, one acting as a moderator and the other
taking notes. The discussions were not recorded.
Only written responses produced by the participants
to each specific question are analyzed in this article. The
responses of each participant were transcribed, translated
from Spanish to English, and subsequently analyzed.
Transcripts were analyzed employing content analysis
methodology (26). Initial codes were developed after a
careful reading of the transcripts. In the next stage of
analysis, the codes were clustered into emergent cate-
gories. These categories were structured and grouped to
determine the final themes. To ensure that the categories
and themes consistently represented the data from
all participating countries, final verification checks
were made for each country data set. Only the theme-
supporting policies to improve ASRH had categories
that were not represented with data from all countries.
The themes were then reviewed and refined prior to
the development of the following summary of results.
As participants’ written responses were anonymous, in
the text we provide information about the country and
the number of discussion in the country.
This study was approved by the Bioethics Committee
of Ghent University, Belgium, in 2011. The management
of the participating health centers of Cochabamba,
Cuenca, and Managua gave permission for the study.
Results
Demographic information about study participants is
presented in ‘‘Study Participants’’ section, and qualitative
findings are presented in four additional subsections.
There were four final themes defined: managerial-level
efforts to improve ASRH services: health provider-level
efforts to improve ASRH; networking with schools,
parents and the community; and supportive policies to
improve ASRH. These themes reflect the potential for
ASRH improvement at healthcare centers, and at com-
munity and policy levels. The categories that emerged
from the analysis and eventually formed the final themes
are presented in Chart 1.
Study participants
The study enrolled 126 people working at primary
healthcare facilities: 46 from Bolivia, 39 from Ecuador,
and 41 from Nicaragua (Table 1). Male study participants
outnumbered female study participants. In Bolivia and
Ecuador, healthcare providers of all age groups partici-
pated in the discussion groups. In Nicaragua, there was
an underrepresentation of the age groups younger than
31 and older than 50 years. Almost half of the partici-
pants were physicians, and approximately one-third was
nurses. There was less representation of psychologists,
educators, medical students, and administrative staff.
Medical students took part in the discussions, in only
two healthcare centers of Bolivia; in other centers, there
were no medical students at the time the study was
performed.
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Managerial-level efforts to improve ASRH services
Study participants in all three countries put the greatest
emphasis on managerial-level interventions to improve
ASRH services. Prioritizing adolescents as a patient
group and being attentive to their sexual health problems
were the most common suggestions for making health
institutions more adolescent-friendly. Next, the physical
environment was addressed. A participant from Nicar-
agua said, ‘It’s necessary to have a more attractive
environment to attract adolescents’ (Nicaragua 2). Parti-
cipants also believed that adolescents’ access to health-
care could be increased by eliminating formalities. One
said, for example, ‘Don’t refuse a family planning
consultation just because they have missed an appoint-
ment’ (Nicaragua 3). Another called for ‘specific [hours
of service] for adolescents taking into account the school
hours’ (Bolivia 1).
Study participants also called for the development of
new services such as the distribution of free contra-
ceptives. A participant from Ecuador proposed ‘medical
personnel visits to the communities [to reach] young
people who work and don’t go to school, and who don’t
have knowledge about contraceptives’ (Ecuador 1). Some
providers endorsed the creation of separate programs
specifically targeting adolescents. A participant from
Ecuador was in favor of ‘establishing health centers
exclusively for adolescents’ (Ecuador 3), and a Nicar-
aguan participant recommended having ‘physicians and
nurses specifically working for adolescents’ (Nicaragua
2). Conversely, other study participants stated that a
comprehensive multidisciplinary approach could be in-
strumental in addressing ASRH care needs without
creating vertical programs: ‘when the opportunity arises;
each professional should . . . meet with the adolescent and
discuss relevant sexual health issues’ (Bolivia 2).
Health provider-level efforts to improve ASRH
services
Primarily, the need for a more friendly approach with
adolescents by health providers was clearly voiced. It was
suggested that increasing awareness among providers for
ASRH care needs would be a major step in improving
service delivery. Participants also thought that it was
important to make providers more aware of their respon-
sibility to deliver the best healthcare possible even with
limited resources. Different aspects of an adolescent-
friendly approach were mentioned. For example, a
participant from Nicaragua brought up that providers
should have good counseling skills and the ability ‘to talk
with adolescents in an amiable way’ (Nicaragua 1). A
participant from Ecuador said, ‘Don’t talk to patients
using words that they don’t understand’ (Ecuador 1).
Chart 1. Potential to improve ASRH according to healthcare providers.
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According to another Ecuadorian participant, there was
also a need ‘to treat adolescents with more respect from
the moment they make an appointment until they leave
the health center’ (Ecuador 2). Participants additionally
stressed the primacy of maintaining confidentiality and
privacy for adolescent patients: ‘give more privacy to
adolescent during consultations, especially if he wants
to be listened only by physicians and not by students’
(Bolivia 1).
Additional training for all personnel at health centers
was an almost unanimous suggestion by study partici-
pants. It was believed that training would improve
providers’ knowledge of ASRH care and make them
more aware of relevant guidelines and programs. Training
was also seen as a way to develop skills for communicat-
ing with adolescents and comprehensively assessing their
health problems.
Other participants were in favor of involving psychol-
ogists in the provision of ASRH services. A Bolivian
study participant said that there is a need ‘to have good
and accessible psychologists to provide quality care for
patients’ (Bolivia 3).
Networking with schools, parents, and the
community
Study participants identified collaboration with schools as
the most important outreach activity to improve ASRH
care at primary health centers. Participants considered
primary healthcare providers to be partners of schools
with regard to the provision of sexuality education. They
suggested that this partnership should extend beyond
formal classes and traditional teaching activities in
schools by including peer education programs, social
networks and new media, such as interactive websites,
video games. A participant from Ecuador commented on
a ‘massive campaign about sexual and reproductive issues
in [internet] social networks that are highly used at the
moment by adolescents’ (Ecuador 3). A participant from
Bolivia proposed establishing ‘free-of-charge telephone
lines to improve adolescents’ access to sexual information’
(Bolivia 1). Participants furthermore suggested using
schools as settings for medical counseling on ASRH
issues ‘once per week physicians could go to school to give
the consultations on the sexual and reproductive health
issues for everybody who needs that’ (Ecuador 1). Finally,
they perceived schools as promoters of healthcare ser-
vices, with one participant from Ecuador saying, ‘Educa-
tion in sexual health and the promotion of medical
services is essential at all schools in the area’ (Ecuador 2).
Study participants also viewed parents as potentially
significant partners for improving ASRH care. Study
participants suggested that parents themselves need sexu-
ality education in order to address sexual matters more
skillfully with their children: ‘to train parents and teachers
in this topic to enable them to guide an adolescent’
(Bolivia 3). A Nicaraguan study participant wanted to
see efforts to ‘involve the parents in activities’ (Nicaragua
3) and an Ecuadorian study participant thought that such
efforts could be instrumental ‘for increasing parents’
awareness about the importance of allowing their children
to attend health centers (Ecuador 2).
Many participants wanted to see broader community
involvement in the response to ASRH needs as well.
A participant from Ecuador talked about making the
problems facing adolescents ‘visible in the community’
(Ecuador 1). There were also suggestions to involve com-
munity leaders and community organizations in activities
addressing ASRH.
According to study participants, the interaction be-
tween health centers and communities in relation to
ASRH should have two main purposes. The first is to
improve community members’ knowledge of ASRH
needs. A Nicaraguan participant talked about the need
‘to provide the information to the adults to break with
myths and taboos’ (Nicaragua 2). The second purpose is
to promote ASRH services and different health promo-
tion activities provided by health centers. Community
involvement in health center activities is seen as essential
to ‘ensure an environment that is supportive of improving
adolescents’ knowledge on sexual and reproductive
health’ (Bolivia 2).
Supportive policies to improve ASRH
To a lesser extent, participants suggested how policy
measures could contribute to better ASRH care: by
promoting the development of clinical guidelines; by
improving the management of adolescents’ health data;
by creating incentives for healthcare providers; and by
coordinating a multisectoral approach. The development
Table 1. Demographic breakdown of study participants
Indicator Bolivia Ecuador Nicaragua Total
Gender
Male 15 10 8 33
Female 31 29 33 93
Age
30 years and younger 14 10 5 29
3140 13 11 19 43
4150 12 7 15 34
51 and older 7 11 2 20
Occupation
Physician 14 19 25 58
Nurse 16 11 15 42
Psychologist, educator 6 2 0 8
Medical students 7 7 1 7
Administrative staff 3 11
Total 46 39 41 126
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of policies should be accompanied by increased financing
 ‘the project calls for young people’s involvement, but at
the same time the authorities do not give adequate
financing’ (Nicaragua 1).
Discussion
This qualitative study explored primary healthcare pro-
viders’ views on how ASRH services in Bolivia, Ecuador,
and Nicaragua can be improved. Physicians, nurses, and
other personnel at seven primary healthcare clinics
identified a broad array of concerns at health center,
community, and policy levels that could contribute to
improving ASRH care.
Study participants put the greatest emphasis on man-
agerial-level interventions such as prioritizing adolescents
as a patient group. They also stressed the importance of
healthcare provider-level efforts such as training activities
to improve providers’ skills to interact appropriately with
adolescents. Study participants made suggestions for
outreach activities particularly for schools. They addi-
tionally named parents and the broader community as
partners to be engaged in efforts promoting sexual and
reproductive health services for adolescents. Study parti-
cipants’ suggestions for improving ASRH services within
primary healthcare institutions mainly concerned making
the facilities more youth-friendly. The strategies suggested
by study participants to achieve this objective composed
of both managers and service providers. Other studies had
indicated the efficiency of multifaceted initiatives empha-
sizing the importance of the managers’ participation in
implementing innovations (21, 27), as well as highlighting
the value of regular orientation and training for health
providers (25).
Concordantly with the providers’ perspective in our
study, research shows that the development of health
facility policies and establishing internal standards for the
provision of ASRH could be instrumental in coordinat-
ing efforts at the managerial level and provider level (28).
Our findings indicate that the elaboration of procedures
concerning ASRH services in particular may encompass
issues, such as registration and confidentiality. Further-
more, written office policies seem to improve provider’s
knowledge of the existing guidelines and to increase the
probability of adherence to these guidelines (9).
Study participants’ proposed strategies for engaging
schools, parents, and the community in adolescent sexual
and reproductive healthcare have the potential to both
promote the existing services and create a supportive
environment for adolescents to seek out those services.
Schools, parents, and the community in general are well
placed to integrate issues related to sexual and reproduc-
tive health in the everyday life of adolescents. By reducing
the taboos on sexuality, schools, community organiza-
tions, and adolescent parents could become ‘gate-
openers’ for the existing ASRH services. However,
families are not always ‘safe-spaces’ for adolescents (29)
and adults are not always knowledgeable about the
existing local services (30). This is why awareness raising
on ASRH issues among parents and community should
be complemented by educational components. Other
studies have identified educational efforts aimed at
parents and the community as effective instruments for
allying parents with health providers (31); improving
adults’ knowledge of local contraceptive services and
changing their negative attitudes regarding the sexual
behavior of young people (30); highlighting the benefits
of sexual and reproductive care; and destigmatizing
health services and procedures (32). Study participants’
suggestions about using technology to enhance ASRH
education and care call attention to a promising approach
that has been welcomed by young people (33). Research
demonstrates that Internet-based delivery of the compo-
nents of the interventions has a little, but statistically
significant effect on health-related behavior (34).
Healthcare providers who took part in the study
emphasized the need to influence the cultural aspects
that interfere with adolescents’ access to sexual and
reproductive health services. However, study participants
did not apparently perceive the need to change their own
personal perspectives and norms towards ASRH issues
that could affect adolescent consultations on sexual and
reproductive health problems. Several studies demon-
strated the effect of the social context on the attitudes
and of health professionals. A qualitative study among
providers in the Amazon basin of Ecuador concluded that
moralistic attitudes and sexism among providers were
limiting services’ capability to promote girls’ sexual and
reproductive health services and rights (29). Similarly, a
qualitative study among midwives and physicians demon-
strated how the cultural and societal context of the
healthcare providers determined their attitude and prac-
tice (35). Thus, the introspective reflection of healthcare
providers on how their own sexual norms and perspectives
on adolescents could influence their practice and perfor-
mance related to the provision of ASRH could be a
valuable component of educational interventions to
healthcare providers. The training should also cover issues
such as gender-based violence, gender inequality, and
abortion, which were not addressed by study participants.
Limitations of the study
This study had several limitations. First, the groups
of study participants were not similar across the coun-
tries: medical students were present only in Bolivia. In
Nicaragua, groups consisted nearly exclusively of health-
care providers: physicians and nurses. Physicians domi-
nated in Nicaragua, nurses, auxiliary medical staff, and
medical students in Bolivia. However, the categories and
themes, except the last theme (supporting policies) con-
sistently represented the data from all three countries,
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indicating similarities in the perspective of health center
personnel. The views and experiences of the participants
may not represent those of the larger primary healthcare
providers’ community since the study included only
providers from those primary healthcare facilities that
took part in the CERCA project. As all of the study
population was based at urban clinics, their perspective
may be different from those of staff at rural clinics.
Moreover, the study explored healthcare provider’s per-
spectives on ASRH, but their perspectives may differ from
community’s perspectives and adolescents’ perspectives.
Healthcare providers, especially physicians, who consti-
tuted almost half of our study participants, often have
a higher socio-economic status than the people they
treat, and this may affect how they think about healthcare
issues. However, this study did not intend to provide a
comprehensive assessment of the situation.
Second, some of the questions posed, might have led
study participants to focus on health center initiatives to
improve ASRH care. The findings revealed that most
health providers’ insights were related to health center
and community levels. Very few suggestions addressed
the policy level.
The third possible study limitation is related to the
method of the data collection. As study participants
provided their written insights on discussed issues, some
richness and depth of the data that could be expected
from participants interacted in groups were lost (36).
Although it is possible that verbal interaction in the
group of primary healthcare providers would have helped
to reveal more aspects related to the topic, we believe
that the chosen approach gave voice to all participants
regardless of their status in the health setting’s hierarchy
(people with less power and authority in the healthcare
center e.g. nurses and health auxiliaries were in discussion
alongside people with more power and authority, e.g.
doctors and center managers) and elicited a diverse range
of opinions. On the other hand, we believe that participa-
tion of all personnel in the development of interventional
strategies favorably affected the selection of the most
appropriate initiatives for each center and increased
the commitment of healthcare providers to project
activities that were in line with the idea of community-
based participatory research.
The individuals collecting the data (moderator and
note-taker) were CERCA staff members. This may have
influenced study participants’ opinions. However, as
participants identified the factors in written form before
the discussions were held, the influence of CERCA staff
was likely to be limited.
Conclusions
Our survey results revealed that study participants
are aware of the barriers faced by adolescents in sexual
and reproductive healthcare. Their suggestions on the
improvement of ASRH care addressed the vast majority
of barriers that Jacobs et al. (27) identified as key targets
for the interventions to improve health services accessi-
bility. However, the study findings suggest that the
implementation of these interventions could not be
left solely to health providers; a collaborative approach
involving managerial and community levels is needed.
Future research should expand on the findings of this
study by using quantitative methods and by looking at
the broader context. For example, studies could consider
the perspectives of adolescents and other community
actors. Furthermore, a wider reassessment of ASRH care
in the cities of Cochabamba (Bolivia), Cuenca (Ecuador),
and Managua (Nicaragua) should be undertaken.
This study’s results could inform the design of strate-
gies to engage healthcare providers in the improvement of
ASRH services. Realistic evaluation of the implementa-
tion of youth-friendly health services in Ecuador demon-
strated that a successful transformation process from
‘ordinary’ health facilities to youth-friendly health ser-
vices was triggered by an interaction between the
healthcare team and the community agencies that sup-
ported innovation rather than by healthcare team itself
(37).
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